Introduction
============

Ottawa Charter is a response to the growing expectations of a new public health movement to integrate health in all policies. The agreement made entitled to 'Ottawa Charter for health promotion' introduced significant changes in the growth and development of the field of health promotion and health policies across the globe ([@R1]--[@R3]). Health for all is a major societal goal of governments and the cornerstone of sustainable development that comes across to our future. To this end, the Millennium Development Goals (MDGs) have been in the background of much of the global efforts on health. However, they were not explicitly directed to the causes of poor health as in the public health sector aspiration. The concepts of health in all policies (HiAP), the social determinants of health (SDH) and governance front and center with particular emphasis on the global impact of non-communicable diseases (NCDs) are considered as the main pillars to be addressed ([@R4]).

The global burden of NCDs is enormous being serious in the developing world due to the double burden of infectious conditions. The chronic NCDs predisposing factors are driven by a combination of demographic changes, increasing urbanization, lifestyle modifications and economic growth. The factors can be marked as behavioral, environmental, policy, demographic, lifestyle choices like smoking, nutrition, and physical inactivity. These factors explain why the burden of NCDs is expected to grow unless the world set an integrated effort for the prevention and control ([@R5]).

Diabetes mellitus is increasingly becoming a major public health problem in low- and middle-income countries ([@R5],[@R6]). The prevalence of diabetes is increasing worldwide due to an aging population and increased rates of obesity ([@R6]). It is a rising global concern as a result of its life-long disease nature and challenging epidemiology ([@R6],[@R7]). The estimated case of more than 415 million adults worldwide in 2015, is expected to rise to 642 million cases by 2040 ([@R8],[@R9]). In low- and middle-income countries, roughly, 4 out of 5 people live with diabetes that indicates the incidence is increasing in every country and becomes the most considered cause of morbidity and mortality worldwide ([@R10]). Thus, the aim of this paper is to contextualize Ottawa Charter frameworks in diabetic disease prevention and to demonstrate how the charter\'s application brings amicable changes if applied as planned.

Materials and Methods
=====================

We used the aim of the study as a method derivative. The aim is simply applying Ottawa Charter frameworks in Type 2 Diabetes (T2DM) prevention. For this, we described and stated the existing scientific literatures (knowledge) about the prevention of diabetes and applied the Ottawa Charter frameworks of five actions. After thoroughly reviewing the recently available literature on the charter\'s framework applications and health promotion development techniques, possible intervention strategies were suggested with a brief discussion, not in deep, by comparing them.

Ottawa Charter Frameworks
-------------------------

**Building public health policy**: The importance of well-framed and problem-solving objectives is intuitively known by all scholars. The Ottawa Charter for Health Promotion guides health promotion practice to consider multi-level strategies at individual, community and system levels to address complex issues and achieve sustainable changes ([@R11]). The role of political influence on the strategies that are implemented and the opportunities for evaluation cannot, however, be ignored. A balance must be achieved between a quick response to a health issue that magnetizes public concern and undertaking sufficient planning to ensure the response. In a consensus study, with the aim of defining sustainable community-based health promotion practice, practitioners highlighted four key features, namely: effective relationships and partnerships, building community capacity, evidence-based decision-making and practice and a supportive context for practice ([@R12]). Reactive responses may be justified if implemented as part of a more comprehensive, evidence-based and theory-based health promotion strategy ([@R12]--[@R14]). A significant prevention action should be added to address prevention of diseases in general and T2DM in particular to give a quick response and to develop locally important strategies for lifestyle modification and self-management. In reality, the governments of various countries, where the disease is their concern, are working very well and giving political meanings as well ([@R12]). However, politicians look things on the side of politics and reshuffle the idea to their political benefits and quick responses to public health concerns. To this end, working with disparate communities and marginalized populations may be ignored in the urgency to act quickly. As a result, disease prevention in these groups may wage high human and financial costs or may be sought to kenistic at best, with the increased risk of disease occurrence and lacking social capital and support ([@R15]). There is also some reluctance among practitioners to evaluate health promotion programs due to the potential risk of unfavorable findings. Still, reporting advantages and disadvantages with integrated outcomes are very important, not to commit the same mistake again since others learned the lessons from previous one. Confidence to disseminate the learnings to targeted audiences and the large society mainly depends on the commitment of program planners and the availability of resources ([@R16]--[@R18]).

**Creating supportive environment**: Evidence of the synthesis of seventeen studies indicated that diabetes prevention programs (DPPs) can be used to deliver outcomes of increased weight loss to reduce diabetes risk ([@R17],[@R19]). Yet, participation by those at risk can be problematic ([@R19]). For example, a study of 89 European women evaluated the effectiveness of an established lifestyle intervention in comparison to standard care for delaying diabetes onset in women who had recent gestational diabetes mellitus ([@R20]). The risk factors analyzed included smoking, fruit/vegetable intake, exercise, family history of diabetes, glucose values, body mass index (BMI), use of insulin during pregnancy, and age at delivery. Integrating public health and healthcare services through a formal governance structure creates opportunities for the traditionally ignored functions to develop shared goals, consider comprehensive intervention strategies, and identify ways that their services can be complementary ([@R14]). In addition, shared governance is a way of raising awareness of public health resources and functions among clinical providers. One way to create such a structure for healthcare providers is to include public health representative(s) on a governing entity\'s board, providing public health officials with a meaningful role in directing the board\'s strategies and priorities. The board\'s governance documents may also include a commitment to engaging with the state or county public health department to implement prevention initiatives aimed at improving the health of its members and the broader community. As part of the governing body, public health officials are assigned to play an important role in helping providers think about the long-term returns on investment in primary and secondary prevention ([@R16],[@R18],[@R20]). Furthermore, creating supportive environment is used for identifying organizations that may assist in understanding the features of various strategies and practices needed to overcome common barriers to disease prevention ([@R20]).

**Developing personal skills**: T2DM health promotion programs are particularly important to prevent unintended effects. Yet, the reality for agencies undertaking health promotion work is that evaluation may not be well understood by staff, even those with a health promotion or public health background. Enabling people to learn, throughout life, to prepare them for all of its stages and to cope with chronic illness and injuries is essential. This has to be facilitated in school, home, work and community settings. An action is required through educational, professional, commercial and voluntary bodies, and within the institutions themselves ([@R21]).

Health promotion supports personal and social development through providing information, education for health, and enhancing life skills for any diseases prevention in general and diabetes in particular. By so doing, it increases the options available to people to exercise more control over their own health and over their environments, and to make choices conducive to health. Notable are the words 'information, education and enhancing'. These are three distinct ideas: information is a rather passive concept, education is about learning and skills are tools that an individual takes on. The next sentence is an \'evidence statement' that can be evaluated as in 'it increases the options available to people to exercise more control over their own health and over their environments, and to make choices conducive to health'. Such statements are often made as if they are truisms, however, in reality; they set up the possibility for misrepresentation ([@R22]). This is apparent because of the use of the word 'essential'. Furthermore, the whole statement implies that this value can be carried out through action in particular settings. There are, of course, many settings, but the Charter specifies school, home, work, and community. There are physical places and community, of course, may be understood as both a physical and/or a conceptual idea. Given the placement in the text, it would imply a physical setting; however, as health promotion developed in the last 25 years, the concept of community became far more variant and complex ([@R23]). Therefore, according to several studies, individuals, groups and communities should focus on developing skills like choosing foods, diets, daily recommended allowances, physical activities, and life styles modification and self-management ([@R24]--[@R26]).

**Strengthen community actions**: Diabetes prevention works through concrete and effective community action in setting priorities, making decisions, planning strategies and implementing them to achieve better health. At the heart of this process is the empowerment of communities-their ownership and control of their own endeavors and destinies ([@R22]).

**Reorient health services**: The responsibility for health promotion in health services is shared among individuals, community groups, health professionals, health service institutions, and governments ([@R11]). They must work together towards a healthcare system which contributes to the pursuit of health. The role of the health sector should move more and more in an exceeding health promotion direction, beyond its responsibility for providing clinical and curative services. Health promotion services in diabetes prevention should be integrated by streamlining with alternative health services and decentralizing the issue into community and grass root levels. Health services need to embrace an expanded mandate which is sensitive and respects cultural desires. This mandate should support the requirements of individuals and communities for a healthier life, and open channels between the health sector and the broader social, political, economic, and physical environmental components. Reorienting health services also requires stronger attention to health research as well as changes in professional education and training. This should lead to a change of attitude and organization of health services which refocuses on the total needs of the individuals as a whole ([@R11],[@R21],[@R26]).

Therefore, going in the long run, health should create and live by people within the settings of their everyday life; wherever they learn, work, play and love. Furthermore, health can be achieved through caring one for the others, by being able to take decisions and have management over one\'s life circumstances. This, in turn, ensures that the society lives in a conducive environment that allow the attainment of health in all areas ([@R11]).

Evidences
=========

**Studies on Diabetes prevention interventions**: The reviews published by Van den Berg M et al. and Foster C. et al. on transitional interventions indicated that diabetes prevention varies in its application and effectiveness ([@R27],[@R28]). Health promotion interventions project in Norway stated that interventions targeted dietary education, self-management and psychological support have a significant impact on prevention of the diseases. The initiatives targeting healthcare professionals or community stakeholders had a great contribution on the program accomplishement. This project also mentioned that patient empowerment is a significant factor which helps for lifestyle modifications ([@R29]). For instance, Thomas D. et al. in theirs ystematic review of the effects of exercise on T2DM parameters showed that increased levels of physical activity had a positive effect on the prevention of T2DM ([@R30]).

Duke SAS et al., Attridge M. et al. and Dorresteijn JA et al., in their systematic reviews of the effectiveness of educational interventions for individuals with diabetes, indicated that management of blood glucose, blood pressure, body mass index, and cholesterol had a significant impact on prevention and control of the diseases. In the same studies, self-efficacy and empowerment of the patient regarding disease control, knowledge on T2DM, smoking cessation, self-management concerning diet and psychosocial outcomes had significant effect on prevention of diabetes. Foot care and prevention of fungal infections had contributed for prevention and control of the diseases ([@R31]--[@R33]).

Dunkley AJ, et al., in their systematic review and meta-analysis of the effectiveness of lifestyle interventions for the prevention of T2DM, had significantly associated with a greater weight loss. Though the authors focused on translational studies in relation to the main outcome rather than giving further explanation, the study showed a significant impact on prevention and control of diabetes ([@R34]). Another systematic review of real-world diabetes prevention programs interventions on program participation and program effectiveness by Aziz Z, et al., suggested that while a high-frequency intervention plays an important role in achieving high weight loss outcomes, programs with 'low\'-intense interventions have also shown high reductions in the incidence of T2DM ([@R35]).

Interventions to promote physical activity in people with T2DM had shown a significant effect in increasing level of physical activities. However, most studies focused on middle-aged persons had no significant effect of diseases, and there was lack of well-designed trials ([@R36],[@R37]).

Interventions suggested by authors after thorough contextualizing
-----------------------------------------------------------------

**Interventions that build health public policy**: Campaigning to extend the coverage of optimal low fat foods and carbonates;Supporting early childhood centres and school boards in developing healthy food and nutrition policies;Working to ensure that diabetes care is included in residential care accreditation schemes;Working on policy options that eliminate the advertising of harmful food and beverages to adults and children;Working with organizations to promote physical activity, good nutrition, sedentary life prevention policies, for example, sport days and gymnastics places in schools;Working with industry to reduce the marketing of sugar-containing drinks or to develop standards for marketing to diabetes patients; andSupporting the implementation of policies that create smoke-free environments.

**Interventions that create supportive environments for diabetes prevention"**

-   Providing subsidies to promote access to low fat foods and reduced sugar drinking;

-   Supporting healthy supermarket practice, for example, removing sweets from checkout displays;

-   Encouraging the use of salt and sugar-free environment advertising and sponsorship to promote health;

-   Including diabetes condition/health in media advertising about healthy food choices;

-   Promoting social marketing campaigns that aim to raise NCDs health awareness; and

-   Promoting sponsorship ethics, for example, healthy fundraising options.

**Interventions to develop personal skills for diabetes prevention**: Promoting regular self-care with physical exercise, regular monitoring blood sugar level;Health professionals\' opportunistically discussing diabetes prevention session;Including diabetic diseases in health messages in education programmes and materials focused on good nutrition; andWorking with sports organizations to ensure that exercise should include weight loss and balance body weights.

**Interventions that strengthen community action for diabetes prevention**: Engaging the community to support in life style modification especially in physical activities and weight loss;Developing preschool and primary school physical activities with community participation and leadership in high-need areas;Developing healthy eating programmes that support body balance and normal weight;Supporting the development of community-led and culturally appropriate health services; andWorking with community groups to advocate for healthy playgrounds with safe life styles.

**Interventions to re-orientate health services for disease prevention**: Supporting the development of community-based life style modification promoters;Collaborating with non-governmental organizations, public health organizations and social services in planning NCDs prevention services;Promoting linked enrolment between public health organizations and diabetes prevention health services;Increasing the preventive context components of training for health professionals; andDeveloping policies that support on-going access to health care.

Discussion
==========

The aim of this article is not meant to replace or criticize the existing frameworks and planning models that focus on the best match of the program. The article adds value to the prevailing structures and frameworks, designs, methods, approaches and resources in reminding those who design health promotion programs fit specific diseases like diabetes (T2DM).

In terms of applicability, health promotion programs have unique options unlike other health programs in their settings, scales, approaches, strategies and contexts. Discussing the health promotion issues with the integration of disease prevention using existing and harmonious frameworks makes the program more successful. However, the application of the program through understanding multiple factors and policies is incredibly low and not context-specific in numerous countries ([@R38]--[@R39]).

Since the nature of T2DM needs the modification of individuals, environmental, behavioral, and education paradigms, there is a desire to articulate these issues with existing policies. Australian authors confirmed the importance of this concept in disease prevention and health promotion actions like HIV/AIDS, smoking, and road safety ([@R38]). This is because of the appropriate interlink of Ottawa Charter with health promotion actions mainly streamlining with health public policies, community participation, and population-wide education strategies is taken as an umbrella ([@R38],[@R39]).

According to Saan and Wise, one of the Ottawa Charter merits is its action areas form an interlinked theoretical framework ([@R40]). Disease prevention and Ottawa Charter are extremely interactive and interdependent processes acting in mutually contributing and reinforcing ways ([@R41]). Applying public health policy is used as a general component which facilitates other Ottawa Charter actions to be endorsed, which increases the likelihood of diseases prevention in general and diabetes in particular. The interdependence between the Charter\'s action areas is not to mean that all actions should be taken at the point of time; rather, it is to mention that the effectiveness of the program depends on filling the vacuum by the action that closely fits ([@R41],[@R42]).

As professionals, we are not prescribing all the programs at the point of time with equal amount; rather, we tend to invite in order to apply those frameworks. Several authors in their systematic and comprehensive reviews indicated that behavioral and individual factors were the predictors of T2DM. This is comparable to Ottawa Charter making a supportive environment and building public health policy ([@R27]--[@R37]). For instance, Goodstadt *et al.*, in his designed program considered as effective in some programs that stress one action area more than others but may not sufficient for fully implementing all the programs ([@R43]).

In our opinion and as indicated in the preceding reports, T2DM prevention requires more synergies with policy makers and behavioral health promotion scientists instead of the traditional approaches. This idea is similar to Baum and Fisher who believed to avoid chapter based methodological approaches and identify practical factors and ideological implications to convince governments to behavioral health promotion ([@R44]). There are several reasons why Ottawa Charter frameworks are not interlinked with various diseases prevention and not fully implemented, despite the evidence of their effectiveness ([@R40],[@R44]). This may be low implementing skills of managers and decision makers. Some others may perceive it as narrowing the reality than emerging philosophy.

As strength, this article provides health promotion professionals for ascertaining the extent of profession inauguration to different diseases prevention aspects. The article invites the next generation to avoid canonizing this issue: as is true of every heritage, the successors must decide on its use. As a limitation, even though contextualizing is a must to bring amicable change in disease prevention, the authors solely focused on reminding professional implantation of different from traditional approaches and health promotion strategies as primary prevention. In parallel speaking, the use of five actions of Ottawa Charter is still utilized with non-professional individuals who are less familiar with these concepts. The other limitation is that the applications of Ottawa Charter actions differ in different places owing to the various disease conditions, which, in turn, leads to failure to contextualize uniformly as intended.

To conclude, evidence showed that the most commonly used health promotion interventions in T2DM did articulate Ottawa Charter frameworks in various countries. Furthermore, since the current disease transition is from bacteria to behavior, all the risk factors are modifiable. Sticking to intervention by integrating health into all policies and expressing the issue of health communications is related to T2DM to Ottawa Charter is a writers\' imperative. As field experts, we believe that applying all the basic principles of health promotion and the idea of Ottawa Charter articulation are the most important in disease prevention and behavior modification. Therefore, we recommend that field specialists figure out the problem of integration and to frame sounded policy integration through strong and long-term policy evaluation researches.
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